Western Journal of Nursing Research 39 (7) have not been widely assimilated within health care (Braveman, Egerter, & Williams, 2011) . Indeed, there is typically minimal integration of health care and community services in traditional primary care delivery systems leading to underutilization of existing community services. The recent emphasis on patient-and family-centered care has led to new primary care delivery models that include the utilization of existing community resources, as most primary care teams do not have the experience or processes in place to effectively connect with community resources.
The consideration of sociobehavioral risk indicators is increasingly recognized as a precursor in addressing barriers to care effectiveness. As such, health care cannot be implemented effectively without first addressing relevant patient characteristics. In particular, their personal characteristics, available resources, and perceived need for care must be considered (Andersen, 1995) . Indeed, it is estimated that only 20% of variation in health outcomes is due to clinical care whereas the remaining 80% is due to social and economic factors, health behaviors, and the physical environment.
A growing body of research links social and behavioral factors to health and mortality. A recent estimate is that a third of total deaths in the United States can be attributed to social factors including economic instability, substandard housing, and limited access to healthy foods (Galea, Tracy, Hoggatt, DiMaggio, & Karpati, 2011) . The Institute of Medicine (2012) recognizes the importance of social factors and encourages clinicians to address these factors. A subsequent report (Institute of Medicine, 2014) includes a set of standard measures of social and behavioral determinants of health to encourage attention to modifiable factors by health care providers. The inclusion of these standard measures of social factors in electronic health records provides an opportunity to identify conditions and resources that, when incorporated into clinical workflows, can improve patient care, outcomes, and population health (Adler & Stead, 2015) .
In this issue, we discuss care coordination by registered nurses as a means to increase care effectiveness and deliver holistic, patient-centered care for patients with multiple chronic conditions. Providing care coordination services includes assessing patient needs and goals, creating a plan of care, providing self-management support and transition management, and linking the individual to community resources. Utilizing their holistic perspective, nurses in long-term, trusting relationships with patients and families are able to identify and begin the processes for meeting patients' health-related social needs in addition to their medical needs.
It is incumbent on health care systems to provide support for nurse care coordinators and other clinicians to recognize and resources to act upon social barriers to health and to develop approaches to address these needs.
For these approaches to be successful, health care systems must develop infrastructure, beyond simple referral, that fosters cross-sector alignment such that nurses are enabled to coordinate care among primary care, public health, and community services to effectively address patients' total needs and subsequently enhance their overall health and well-being. It is critical that we bring health-related social needs, beyond only medical needs, to the forefront of care delivery. A shortsighted policy approach focused primarily on reducing spending in these areas may actually increase health care costs by magnifying the burden of health-related social needs superimposed on chronic health conditions.
